This paper presents the literature on compliance as an ideology and then examines strategies to improve patient outcomes if non-compliance is identified as undermining the treatment regimen. We present strategies used by our team in a south London rehabilitation service for the severely mentally ill.
A thesaurus definition of'compliance' is to 'submit, obey, surrender, conform, follow.' 'Compliance' has also been defined as the extent to which a person's behaviour coincides with medical advice. Fawcett (1995) advocates a broadening of the behavioural context taken account of when patients accept (or not) a package of care. For example, attention to family, social and individualised interventions including education, problem-solving and cognit ive-behavioural strategies have been advocated as part of the approach to maintain remissions. Fawcett (1995) recommended that the term 'ad herence' be adopted (rather than compliance) as it places responsibility on the clinician to form a treatment alliance. This paper reviews the litera ture examining poor 'compliance' with medication and summarises the strategies advocated for the severely mentally ill.
Mental health is one of the most resource hungry areas of health care. The cost of treating schizo phrenia consumes 1.6% of the total health care budget (Davies & Drummond, 1994) . Kane & Borenstein (1985) suggested that non-compliance is more extensive in psychiatry as psychiatric illnesses have a significant effect on judgement, insight and stability. Treatment refusal among the severely mentally ill is argued to be a marker of poor insight, and to be one of the few predictive factors associated with violent behaviour and involuntary hospital admission. Various models within which compliance issues can be conceptualised are the biomÃ©dical, opÃ©rant behavioural, health belief, educational and self-regulatory (Kemp & David, 1995) .
Prevalence
The reported incidence of non-compliance with antipsychotic medication ranges from 11-80%.
Forty-eight per cent of patients are reported to be non-compliant within the first year of treatment, and 74% within the first two years (Weinden et al, 1986) . Even during in-patient admissions up to 19% of psychiatric in-patients are not taking their drugs regularly, even though they are issued by nursing staff at appropriate times throughout the day. A survey of 253 psychiatric in-patients on the day of discharge reported that not more than half knew the name and dose of the medication, or why they were taking it, even though they had received group and individual medication instruction during their stay in hospital (Clary et al, 1992) . Although 68% knew the name of their psychiatric drugs, only 52% knew when to take them and 37% did not know why they were taking them.
Causes of non-compliance

Insight into the illness and the effects of medication
Younger, well-educated people with an affective illness rather than schizophrenia more often have adequate knowledge of their medication; deficits may therefore be specific to schizophrenia (Clary et al 1992) . Low IQ, cognitive impairment, lack of insight, grandiosity and medication-centred de lusional beliefs have also been advocated as significant factors (Kemp & David, 1995) . Denial of illness is often assumed to be responsible for patients' refusal to comply. Yet patients can be designated to have no insight and still accept and derive benefits from medication. For some pa tients the adverse effects of medication can compound primary illness-related disability (Bebbington, 1995) . Some patients fear that they can no longer distinguish their true personality from thoughts, feelings and behaviours that arise as a consequence of their medication.
Communication between patients and clinicians
Traditionally doctors have been poor at fully sharing information about medication with
Psychiatric Bulletin (1998), 22, 77-81 77 patients for fear of making the risks seem worse than the benefits. This notion in itself is presumptive and evidence in its own right of doctors having inadequate knowledge of their patients' views. Effective communication must therefore be at the heart of a collaborative approach. Patients are more likely to openly voice concerns about medications and objections rather than passively absent themselves from taking medication if they feel they would be heard and their concerns discussed 'fully' before a joint decision is made. Studies comparing psy chiatrists' and patients' views about information regarding medication indicate a great mismatch. Warner et al (1994) surveyed psychiatrists and patients to elicit their views about essential medication related information. Sixteen per cent of patients used the physicians' desk reference as a source of information yet none of the psychia trists believed this to be possible. Patients also regarded self-help groups as a useful source of information about side-effects, none of the psychiatrists believed this. Although a quarter of the patients stated that they never enquired about medication, none of the psychiatrists agreed that this was so. Furthermore, almost half of the patients indicated that they never asked to change their medication, while only 5% of psychiatrists believed this to be the case. Psy chiatrists were also more likely than patients to attribute non-compliance to personality, to com plex dosage schedules, or to misinformation about the medication that the patient had obtained. Seventy-three per cent of patients reported that they were compliant, if they thought that the medicine was efficacious, suggesting that patients were only likely to take their medication if they really believed it to be helpful, irrespective of the amount of information they received. Interpersonal skills have been reported to influ ence patient outcomes more than the quantity of patient instruction.
Cognitive impairment and comorbidity
Acute psychosis can lead to non-compliance because of the accompanying disorganisation, psychotic denial, negativism, grandiosity and premorbid personality traits (Kemp & David, 1995) . Up to 45% of the severely mentally ill also have a physical illness; frailty, poor memory and visual impairment consequently complicate treatment regimes and may compound nonadherence to the prescribed treatments. instructions The European directive by the Council of Ministers placed an obligation upon pharmaceut ical manufacturers to give more details on all newly-licensed medicines dispensed in an orig inal pack and to include a user leaflet (George, 1994) . For patients with multiple disabilities including disorders of perception and cognition, too much information may confuse further. The final objective of effective treatment episodes through a process of education may therefore be compromised.
Duai diagnosis
Substance misuse in dual diagnosis patients is not only associated with non-compliance with prescribed psychotropic medication, but may also make the prescribed psychotropic medi cation inadequate to maintain remission.
Adverse effects
The benefits of medication may only become apparent over several weeks but adverse effects are conspicuously present immediately. This may deter some patients from taking medication, especially if at first it results in very distressing adverse effects such as movement disorder (dystonias, extrapyramidal side-effects), sed ation and dysphoria. Alternatively, any perceived benefit, if substantial, may outweigh the actual side-effects experienced but this evaluation is likely to be a dynamic one contextualised by other events in the patient's life. Some associated effects may lead to non-compliance because of the associated social disability. Thus neuroleptic associated obesity is common among those who default from treatment.
Culture, self-determination and stigma
Ethnic minorities appear to prefer lower doses and alternatives to medication (Bhui et al, 1995) . Some patients will object to any mind altering drug on spiritual or religious grounds. Others may see drug treatment as another means of control by the dominant society with different cultural norms. There is some evidence that the pharmacokinetic and pharmacodynamic re sponses to medication differ in different cultural groups, and that there is a greater sensitivity to develop adverse effects among some minority ethnic populations (Lin et ai, 1995) . A careful collaborative effort to consider adverse effects and the cultural and attitudinal implications of psychotropic medication is essential. Stigma in ethnic minority communities will further com promise patients' ability to accept medication as a solution to their distress if they perceive this distress to be a response to socio-economic and interpersonal problems.
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Strategies to improve collaboration
The basis of most psychoeducational pro grammes is that it is collaboration rather than compliance between patients and therapist which will improve treatment adherence (Corri gan et al, 1990; Bebbington, 1995) . Some programmes aim to improve knowledge about medication while others emphasise the practi calities of taking medication (Table 1 ). It is clear that such strategies need to be applied in the context of appropriate styles of consultation (Frank et a!, 1995; Bebbington, 1995) . Goldstein (1995) has reviewed the range of family interventions which may give rise to better compliance. Integrating psychotic experience into normal life, accepting vulnerability to future episodes, dependence on psychotropics, estab lishing the significance of life events as Stressors and distinguishing personality from disorder are the main components. Goldstein (1995) estab lished the common elements of a variety of family approaches as being early engagement of the family, education about the disorder, commu nication, problem-solving and crisis interven tion. Corrigan (1990) systematically outlined Teaching participants about symptoms, and the effects and side-effects of medication Increasing participants' awareness of environmental stressand its relationship to relapse Preparing patients and relatives for early warning signsof relapse Identifying individual strengths and weaknesses and teaching coping strategies Increasing collaboration between the patients, their families and staff Preparing patients for discharge to enable them to cope on their own Encouraging networking among families to lessenisolation and stigma Empower patients to take a greater role in their own treatment The stages include obtaining information about antipsychotic medication Self-administer medication and evaluate the effect of medication Identify side-effects of medication Learn about long-acting, injectable medication Negotiate medication issueswith health care providers Earlywarning signsof an impending relapse Keep the regimen simple Tailor to daily rituals Provide explicit written instructions Implement drug regimens gradually Involve the patient in the decision-making process Provide warm, positive feedback for compliance and attainment of the therapeutic goals Scheduled appointments before patients are released from in-patient treatment Shortening the waiting period for appointments Usingprompts to encourage patients to keep their appointments Offering orientation and education about treatments and medication Collaborative approach between therapists and patients Putting medication into the context of the patient's life Take an interest in, and have concern about, compliance Ensurethat the patient and all significant contacts are well informed about medication Enlistthe help of the patient's family in improving compliance Involve the patient as much as possible in decisions about their own medication Assertivein encouraging compliance Treatment adherence among patients with chronic psychoses (Table 2 ) to a collaborative approach along with strategies to remedy each of these. Specific instrumental factors include structural and organisational elements of a service such as reasonable appointment times, clinic decor, the use of case managers and continuous treatment teams to properly coordi nate care, and clinicians acquiring further training and counselling skills if their style of consultation is aversive.
Influences on outcomes
Many interventions have been offered on the basis of clinical experience but there are few randomised trials of specific interventions. Kemp & David (1995) in a recent review cite only five studies as having a proper design. They conclude that behavioural approaches show benefit over didactic educational interventions, that education led to better attitudes and compliance and that cognitive interventions were effective. Kemp et at s (1996) trial included 4-6 sessions of 20-60 minutes of 'compliance therapy'; this produced greater insight into the illness, better attitudes about drug treatment and greater compliance in the experimental compared with the control group. A number of studies indicate significant benefit to both patient and family following a psychoeducation programme, with clear evidence that medication was necessary but insufficient without family intervention and psychoeducation. Boczkowski et al (1985) investigated the effects of behavioural tailoring and a psychoeducation intervention on neuroleptic medication compliance. Behavioural tailoring involved identifying a highly visible location for placing medication or pairing medi cation intake with specific routine behaviour. Psychoeducational intervention was based on a standard educational approach. Pill count was taken as the criterion for compliance. Behaviour al tailoring participants were significantly more compliant post-treatment than psychoeducation or control participants. Hence, behavioural techniques may be superior to a simple educa tional approach in improving compliance. Family treatment models which include a psychoeducational component as a major element of the programme also improve outcome (Leff et ai, 1985) . Anderson et al (1986) focused on improv ing the family's ability to manage the patient at home by providing basic information about the psychiatric disorder, symptoms, effects of medi cation and course of illness. In a recent study of elderly medical in-patients, the intervention group was encouraged to self-medicate (Lowe et al, 1995) and was found to have better com pliance and knowledge scores at 10 days postdischarge. This finding has implications for how in-patients receive their medication given the trend towards decreasing length of in-patient admissions.
Conclusions and implications
The challenge to mental health professionals is to integrate these interventions into routine clinical practice. Training is essential yet the lack of identified funding for training packages, the absence of clinical guidelines specifically aimed at treatment adherence and the challenge of how to provide continuing professional development when it is skills-based learning that is necessary may undermine the implementation of these valuable techniques. An alliance between users and professionals emphasising to purchasers the importance of funding for such essential training is likely to bring about better implementation. From non-compliance to collaboration in the treatment of schizophrenia.
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